MICHAEL RINGEL, OD

Thank you for choosing us for your eye care needs.  We are committed to providing you with excellent care. If at any time you need clarification regarding any part of this document, please do not hesitate to ask.  

Payment

Payment in full is due at time of your appointment.  We offer several payment options, including: Cash, Check, Visa, MasterCard, Discover, & American Express.













________________
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Cancellation of  Eyeglasses

Eyeglasses are a custom medical device made only for you.  If you change your mind after payment has been made and lenses have been ordered, you are subject to a 50% non-refundable cancellation fee.













_________________
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Insurance

Our office is committed to helping our patients maximize their benefits. If you have a medical condition,       (ex. Diabetes), we will bill your medical insurance first and then your vision policy second, should you have dual coverage.  We are familiar with many insurance companies and will attempt to answer any questions you may have.  Ultimately, your insurance benefits are your responsibility to know.  We ask our patients to provide us with their complete insurance information as soon as possible.  As a courtesy to our patients, we will bill insurance companies for any services and allow 45 days to render payment in full.   Insurance policies vary considerably; therefore, we try to estimate your coverage in good faith, but cannot guarantee coverage or payment amounts.  Any co-payments or coinsurance are due at the time of your visit.













_________________
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Appointments

Once you have made an appointment, please remember that this time has been reserved specifically for you.  If there is an unforeseen delay in your schedule which will cause you to be late, please call the office as soon as possible.  We will do our best to accommodate you.  In the event you need to reschedule or cancel an appointment, we request a 24 hour notice.  If you should have to reschedule on short notice or miss an appointment without calling, we reserve the right to charge a rescheduling fee.  The minimum charge for cancellation or not attending a scheduled appointment is $25.00.  We reserve the right to terminate our relationship with a patient who repeatedly does not follow our guidelines regarding scheduled appointments.













_________________
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Collection Fee

Although we try our best to minimize the use of outside sources to aid in the collection of fees incurred in our office, on some occasions it is necessary for us to utilize such a company.  Any account that is over 90 days past due will be scheduled for collection.  All expenses relating to collection will be charged to the person with financial responsibility for the patient’s account.  The minimum fee charged for collection of an account is $30.00.













_________________
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I fully understand and agree to all terms in this office policy.

____________________________________________________



_________________

Signature of Patient (or if minor, person responsible)





Date

